lower than the recurrence rate in the first six months. After 36 months, the difference in the recurrence rate in the two groups was not significant (p>005). Only nine oesophageal perforations occurred during a total of 1373 dilatation treatments (procedure related incidence 0.66%), and eight of these were in the corrosive stricture group. These patients were managed conservatively and subsequently strictures were dilated adequately in all. Endoscopic dilatation is safe and effective for short and long term relief of dysphagia in patients with corrosive oesophageal strictures.
Treatment was considered adequate if the oesophageal lumen could be dilated to 15 mm and there was complete relief of dysphagia. If dysphagia recurred after adequate initial dilatation, the stricture was dilated again up to 15 mm. Initial dilatation was adequate in 93-6% of patients with corrosive strictures and this success rate was comparable with that of the peptic stricture group (100%, p>005). Long term success after adequate initial dilatation was studied in 36 patients with corrosive strictures (mean follow up 32-36 (17-12) months, range and 33 patients with peptic strictures (mean follow up 36.32 (17.9) months, range 6-60). The mean (SEM) number of symptomatic recurrences per patient month during the total follow up period in the corrosive group was significantly higher than that in the peptic group (0-27 (0.04) v 0 07 (0.02), p<0001). The recurrence rate in the corrosive group, however, decreased over time, and after 12 months it was significantly (p<0l001) lower than the recurrence rate in the first six months. After 36 months, the difference in the recurrence rate in the two groups was not significant (p>005). Only nine oesophageal perforations occurred during a total of 1373 dilatation treatments (procedure related incidence 0.66%), and eight of these were in the corrosive stricture group. These patients were managed conservatively and subsequently strictures were dilated adequately in all. Endoscopic dilatation is safe and effective for short and long term Accepted for publication 8 April 1993 Conservative management of benign oesophageal strictures using various dilatory devices is considered safe and effective for both short and long term relief of dysphagia. [1] [2] [3] [4] [5] [6] [7] [8] Dilatation, rather than surgery, has therefore been suggested as the primary treatment for most of these patients.2`The reported experience is mostly in patients with peptic strictures' 8 and there is little information on the efficacy and safety of this treatment in patients with corrosive oesophageal strictures.
Corrosive ingestion, especially of acids, is a very common cause of oesophageal injury and strictures in India>"; and was reported to be the commonest aetiology in one study." In several large series from other countries, however, corrosive ingestion was responsible for only 1 Where a complication such as perforation was suspected, urgent chest x ray and oesophagogram using a water soluble contrast medium were done. The patient was fasted until the possibility of perforation was ruled out. If the diagnosis of perforation was confirmed, the patient was given intravenous fluids and antibiotics and was advised to take nothing by mouth. An immediate surgical consultation was sought and the patient was managed jointly with the surgical team.
RESPONSE
The outcome of treatment was judged on the basis of improvement in dysphagia, which was graded as follows'3:
Grade 0 -taking a normal diet; Grade The dysphagia recurrence rate during follow up was higher in the corrosive than in the peptic stricture group. The mean (SEM) numbers of symptomatic recurrences per patient month in the corrosive and peptic stricture groups were 0-27 (0-04) (range 0-1-2) and 0 07 (0-02) (range 0-0 52) respectively (Fig 1) . The difference between the two groups was statistically significant (p<0001). decrease in the recurrence rate in this group over time (Fig 2) . After 12 months, the recurrence rate was significantly (p<0001) lower than that observed during the first six months. After 36 months, the recurrence rate in the corrosive group was comparable with that in the peptic stricture group (p>005). Figure 2 : Mean number ofsymptomatic recurrences per patient month (mean (SEM)) in corrosive and peptic stricture groups. Symptomatic recurrences during thefirst 6 month interval are compared with those during subsequent 6 month intervals. In the corrosive group the recurrence rate shows a decrease with increasing follow up. After 12 months it was significantly lower (*p<0001) than the recurrence rate during thefirst 6 months. When compared with the peptic stricture group, the recurrence rate was significantly (p<0 05) higher only up to 36 months, thereafter the difference in the two groups was not significant. The recurrence rate decreased in the peptic stricture group also on follow up (*p<0-01 compared with the recurrence rate in the first 6 months).
only a very small number of patients (1II 1%) did not require dilatation for recurrence. In fact, most (66-7%) underwent two or more dilatations during this period. With increased duration of follow up, the number of patients who either did not require any dilatation or needed only one dilatation in six months, increased progressively and there was a simultaneous reduction in the number of patients requiring two or more dilatations.
COMPLICATIONS
Only nine perforations occurred during a total of 1373 dilatation sessions (procedure related incidence of perforation 0 66%) in the whole group; eight of these were in the corrosive group (total number of dilatation sessions 990, procedure related incidence of perforation 0 8%). All perforations in the corrosive group occurred in patients with long, tight, and eccentric strictures in whom, after the first few sessions, dilatation was performed without fluoroscopic guidance. An oesophagogram done using a water soluble contrast (Gastroconray) showed a minor leak from the oesophagus. These patients were managed conservatively (nil orally, pharyngeal suction, intravenous fluids, and parenteral antibiotics) and all of them responded well to conservative treatment. Dilatation was resumed after a gap of three to four weeks and the strictures were successfully dilated to 15 mm in all without further complication. One the number of sessions needed to achieve adequate dilatation was significantly higher in the corrosive group. Undoubtedly, these strictures are technically more difficult to dilate and adequate dilatation takes longer, but with persistence the ultimate results are good and comparable with those in patients with peptic strictures. On long term follow up, the mean number of symptomatic recurrences was greater in the corrosive group, but this was largely due to a very high recurrence rate during the early period of follow up. The recurrence rate fell significantly after 12 months in the corrosive group and after 36 months, the recurrence rate was similar to that in the peptic stricture patients.
The incidence of perforation in the present study is comparable with some of the earlier reports.57 Glick4 reported a very low complication rate of 0-18% using Eder-Puestow metal olives followed by bougienage with Maloney dilators. The higher incidence of perforation in the present study is due to a larger number of patients with corrosive strictures which are technically more difficult to dilate. All perforations occurred in patients with long, eccentric, and tight strictures in whom, after the first few sittings, dilatation was performed without fluoroscopic control. It is recommended that fluoroscopy be used for dilatation of these high risk patients to ensure proper positioning of the guidewire. Early detection is very important too, and if the leak is minor, immediate conservative treatment may mean that surgical intervention can be avoided.
No comparative study ofendoscopic dilatation with surgery in the management of corrosive oesophageal strictures has been reported. Indications for surgery are not clearly defined and there is no agreement on the ideal surgical procedure. 12 I'l7 Reconstructive surgery using stomach, colon, or jejunum, with or without oesophagectomy, has been performed to relieve dysphagia. The early success of endoscopic dilatation is comparable with surgery. However, surgery is associated with a significant risk of early (anastomotic leak, bowel necrosis, pneumothorax etc) and late (anastomotic strictures requiring dilatation, colonic herniation into pleura, etc) complications. Moreover, the immediate mortality in surgical series ranges from 5-7 to 20%, while no death has been noted with endoscopic dilatation. In view of nil mortality, low morbidity, and the high success rate, we feel that dilatation should be the first line of treatment for these patients.
In summary, our study shows that endoscopic dilatation is an effective and safe treatment for short and long term relief of dysphagia in patients with corrosive oesophageal strictures. Although these strictures are more difficult to dilate than other benign strictures, in experienced hands most patients can be treated successfully. The recurrence rate is high initially but it falls over time and is similar to that in the peptic stricture group after three years of follow up. In view of high efficacy and safety, it is recommended that patients with corrosive strictures should be considered first for endoscopic dilatation. Surgery should be undertaken only in those who do not respond to dilatation treatment.
corrosive oesophageal strictures. 
Long term results of endoscopic dilatation for

